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AT-HOME RECOVERY
SERVICES—
Not covered by Medicare
Home care certified by your
doctor, for personal care
during recovery from an
injury or sickness for which
Medicare approved a Home
Care Treatment Plan
—Benefit for each visit

—Number of visits
covered (must be
received within 8 weeks
of last Medicare
Approved visit)

—Calendar year
maximum

$0
$0

$0

Actual Charges to
$40 a visit

Up to the number
of Medicare
Approved visits,
not to exceed

7 each week

$1,600

Balance

OTHER BENEFITS—NOT COVERED BY MEDICARE

FOREIGN TRAVEL—
Not covered by Medicare
Medically necessary
emergency care services
beginning during the first
60 days of each trip outside
the USA

First $250 each calendar

year

Remainder of charges

$0
$0

$0

80% to a lifetime
maximum benefit
of $50,000

$250

20% and amounts
over the $50,000
lifetime
maximum

PLAN H

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital
and ends after you have been out of the hospital and have not received skilled care in any
other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and
board, general nursing and
miscellaneous services and
supplies

First 60 days

All but $952

$952
(Part A Deductible)

$0
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61st thru 90th day All but $238 a day $238 a day $0
91st day and after
—While using 60 lifetime
reserve days All but $476 a day $476 a day $0
—Once lifetime reserve
days are used:
—Additional 365 days | $0 100% of Medicare |$0
Eligible Expenses
—Beyond the
Additional 365 days |$0 $0 All Costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital for
at least 3 days and entered
a Medicare-approved facility
within 30 days after
leaving the hospital
First 20 days All approved amounts| $0 $0
21st thru 100th day All but $119 a day |[Upto $119aday |$0
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your | All but very limited |$0 Balance
doctor certifies you are coinsurance for
terminally ill and you elect |outpatient drugs and
to receive these services inpatient respite care

PLAN H

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which
are noted with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES—
In or out of the hospital
and outpatient hospital
treatment, such as
Physician’s services,
inpatient and outpatient
medical and surgical
services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment,
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First $124 of Medicare

Approved Amounts* | $0 $0 $124 (Part B
Deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
Part B Excess Charges
(Above Medicare
Approved Amounts) $0 $0 All Costs
BLOOD
First 3 pints $0 All Costs $0
Next $124 of Medicare
Approved Amounts* $0 $0 $124 (Part B
Deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
CLINICAL
LABORATORY
SERVICES—
Tests for diagnostic services | 100% $0 $0
PARTS A & B
HOME HEALTH CARE
Medicare Approved Services
—DMedically necessary
skilled care services
and medical supplies 100% $0 $0
—Durable medical
equipment
First $124 of Medicare
Approved Amounts* | $0 $0 $124 (Part B
Deductible)
Remainder of Medicare
Approved Amounts |80% 20% $0

OTHER BENEFITS—NOT COVERED BY MEDICARE

FOREIGN TRAVEL—
Not covered by Medicare
Medically necessary
emergency care services
beginning during the first

60 days of each trip outside

the USA
First $250 each calendar
year
Remainder of Charges

$0
$0

$0

80% to a lifetime
maximum benefit
of $50,000

$250

20% and amounts
over the $50,000
lifetime
maximum
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PLAN I
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital
and ends after you have been out of the hospital and have not received skilled care in any

other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and
board, general nursing and
miscellaneous services and
supplies
First 60 days All but $952 $952 $0
(Part A Deductible)
61st thru 90th day All but $238 a day $238 a day $0
91st day and after
—While using 60 lifetime
reserve days All but $476 a day [ $476 a day $0
—Once lifetime reserve
days are used:
—Additional 365 days | $0 100% of Medicare |$0
Eligible Expenses
—Beyond the
Additional 365 days |$0 $0 All Costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-
approved facility within
30 days after leaving the
hospital
First 20 days All approved amounts| $0 $0
21st thru 100th day All but $119 aday |[Up to $119 aday |$0
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your | All but very limited |$0 Balance
doctor certifies you are coinsurance for
terminally ill and you elect |outpatient drugs and
to receive these services inpatient respite care
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PLAN I

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which
are noted with an asterisk), your Part B Deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES—
In or out of the hospital
and outpatient hospital
treatment, such as
Physician’s services,
inpatient and outpatient
medical and surgical
services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment,

First $124 of Medicare

Approved Amounts™

Remainder of Medicare
Approved Amounts
Part B Excess Charges

(Above Medicare
Approved Amounts)

$0

80%

$0

$0

20%

100%

$124 (Part B
Deductible)

$0

$0

BLOOD

First 3 pints

Next $124 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

$0
$0

80%

All Costs

$0

20%

$0

$124 (Part B
Deductible)

$0

CLINICAL
LABORATORY
SERVICES—

Tests for diagnostic services

100%

$0

$0

PARTS A & B

HOME HEALTH CARE
Medicare Approved Services
—DMedically necessary
skilled care services
and medical supplies

—Durable medical
equipment

100%

$0

$0
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First $124 of Medicare

Approved Amounts* [ $0 $0 $124 (Part B
Deductible)
Remainder of Medicare
Approved Amounts |80% 20% $0
AT-HOME RECOVERY
SERVICES—
Not covered by Medicare
Home care certified by your
doctor, for personal care
during recovery from an
injury or sickness for which
Medicare approved a Home
Care Treatment Plan
—Benefit for each visit | $0 Actual Charges to |Balance
$40 a visit
—Number of visits $0 Up to the number
covered (must be of Medicare
received within 8 weeks Approved visits,
of last Medicare not to exceed
Approved visit) 7 each week
—~Calendar year
maximum $0 $1,600

OTHER BENEFITS—NOT COVERED BY MEDICARE

FOREIGN TRAVEL—
Not covered by Medicare
Medically necessary
emergency care services
beginning during the first
60 days of each trip outside
the USA

First $250 each calendar

year

Remainder of Charges™

$0
$0

$0

80% to a lifetime
maximum benefit
of $50,000

$250

20% and amounts
over the $50,000
lifetime
maximum
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PLAN J OR HIGH DEDUCTIBLE PLAN J
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital
and ends after you have been out of the hospital and have not received skilled care in any
other facility for 60 days in a row.

**This high deductible plan pays the same benefits as plan J after you have paid a calendar
year ($1,790) deductible. Benefits from the high deductible plan J will not begin until out-of-
pocket expenses are $1,790. Out-of-pocket expenses for this deductible are expenses that
would ordinarily be paid by the policy. This includes medicare deductibles for part A and
part B, but does not include the plan’s outpatient prescription drug deductible or separate

foreign travel emergency deductible.

SERVICES

MEDICARE PAYS

AFTER YOU
PAY $1,790
DEDUCTIBLE**,
PLAN PAYS

IN ADDITION
TO $1,790
DEDUCTIBLE**,
YOU PAY

HOSPITALIZATION*
Semiprivate room and
board, general nursing and
miscellaneous services and
supplies

First 60 days

61st thru 90th day

91st day and after

—While using 60 lifetime
reserve days

—Once lifetime reserve
days are used:
—Additional 365 days

—Beyond the
Additional 365 days

All but $952

All but $238 a day

All but $476 a day

$0

$0

$952
(Part A Deductible)
$238 a day

$476 a day
100% of Medicare

Eligible Expenses

$0

$0
$0

$0

$0***

All Costs

SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-
approved facility within
30 days after leaving the
hospital

First 20 days

21st thru 100th day

101st day and after

All approved amounts
All but $119 a day
$0

$0
Up to $119 a day
$0

$0
$0
All costs




1808 PUBLIC ACTS 2006—No. 462

BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0

***Notice: When your Medicare Part A hospital benefits are exhausted, the insurer stands
in the place of Medicare and will pay whatever amount medicare would have paid for up
to an additinal 365 days as provided in the policy’s “core benefits.” During this time the
hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount medicare would have paid.

PLANJ
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

*Once you have been billed $124 of Medicare-Approved amounts for covered services (which
are noted with an asterisk), your Part B Deductible will have been met for the calendar year.
**This high deductible plan pays the same benefits as plan J after you have paid a calendar
year ($1,790) deductible. Benefits from the high deductible plan J will not begin until out-of-
pocket expenses are $1,790. Out-of-pocket expenses for this deductible are expenses that
would ordinarily be paid by the policy. This includes medicare deductibles for part A and
part B, but does not include the plan’s separate outpatient prescription drug deductible or
foreign travel emergency deductible.

SERVICES MEDICARE PAYS| AFTER YOU IN ADDITION
PAY $1,790 TO $1,790
DEDUCTIBLE**, | DEDUCTIBLE**,
PLAN PAYS YOU PAY
HOSPICE CARE
Available as long as your | All but very limited |$0 Balance
doctor certifies you are coinsurance for

terminally ill and you elect |outpatient drugs and
to receive these services inpatient respite care

MEDICAL EXPENSES—
In or out of the hospital
and outpatient hospital
treatment, such as
Physician’s services,
inpatient and outpatient
medical and surgical
services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment,

First $124 of Medicare

Approved Amounts* | $0 $124 $0

(Part B Deductible)

Remainder of Medicare
Approved Amounts 80% 20% $0

Part B Excess Charges
(Above Medicare
Approved Amounts) $0 100% $0
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BLOOD

First 3 pints

Next $124 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

$0
$0

80%

All Costs

$124
(Part B Deductible)

20%

$0
$0

$0

CLINICAL
LABORATORY
SERVICES—

Tests for diagnostic services

100%

$0

$0

PARTS A & B

HOME HEALTH CARE
Medicare Approved Services
—DMedically necessary
skilled care services
and medical supplies
—Durable medical
equipment
First $124 of Medicare
Approved Amounts*

Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$124
(Part B Deductible)

20%

$0

$0

$0

AT-HOME RECOVERY
SERVICES—
Not covered by Medicare
Home care certified by your
doctor, for personal care
beginning during recovery
from an injury or sickness
for which Medicare
approved a Home Care
Treatment Plan

—Benefit for each visit

—Number of visits
covered (must be
received within 8 weeks
of last Medicare
Approved visit)

—~Calendar year
maximum

$0
$0

$0

Actual Charges to
$40 a visit

Up to the number
of Medicare
Approved visits,
not to exceed

7 each week

$1,600

Balance
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OTHER BENEFITS—NOT COVERED BY MEDICARE

FOREIGN TRAVEL—
Not covered by Medicare
Medically necessary
emergency care services
beginning during the first
60 days of each trip outside
the USA

First $250 each calendar

year $0 $0 $250

Remainder of Charges | $0 80% to a lifetime | 20% and amounts
maximum benefit of | over the $50,000
$50,000 lifetime
maximum

PREVENTIVE MEDICAL
CARE BENEFIT—
Not covered by Medicare
Annual physical and
preventive tests and
services administered or
ordered by your doctor
when not covered by
Medicare
First $120 each calendar
year $0 $120 $0
Additional charges $0 $0 All costs

PLAN K

*You will pay half the cost-sharing of some covered services until you reach the annual
out-of-pocket limit of $4,000 each calendar year. The amounts that count toward your annual
limit are noted with diamonds (¢) in the chart below. Once you reach the annual limit, the plan
pays 100% of your Medicare copayment and coinsurance for the rest of the calendar year.
However, this limit does NOT include charges from your provider that exceed Medicare-
approved amounts (these are called “Excess Charges”) and you will be responsible for paying
this difference in the amount charged by your provider and the amount paid by Medicare for
the item or service.

PLAN K
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

**A benefit period begins on the first day you receive service as an inpatient in a hospital
and ends after you have been out of the hospital and have not received skilled care in any
other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*

HOSPITALIZATION**
Semiprivate room and
board, general nursing and
miscellaneous services and
supplies
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First 60 days

All but $952

$476 (50% of

$476 (50% of

Part A Deductible) | Part A
Deductible)e
61st thru 90th day All but $238 a day | $238 a day $0
91st day and after:
—While using 60
lifetime reserve days | All but $476 a day $476 a day $0
—Once lifetime reserve
days are used:
—Additional 365 days | $0 100% of Medicare |$0***
Eligible Expenses
—Beyond the
Additional 365 days| $0 $0 All Costs
SKILLED NURSING
FACILITY CARE**
You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-
approved facility within
30 days after leaving the
hospital
First 20 days All approved amounts| $0 $0
21st thru 100th day All but $119 aday | Up to $59.50 a day | Up to $59.50 a
daye
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 50% 50%¢+
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your | Generally, most 50% of coinsurance |50% of
doctor certifies you are Medicare eligible or copayments coinsurance

terminally ill and you elect
to receive these services

expenses for
outpatient drugs and
inpatient respite care

or copaymentse

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands
in the place of Medicare and will pay whatever amount Medicare would have paid for up
to an additional 365 days as provided in the policy’s “Core Benefits.” During this time the
hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.
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PLAN K

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

**%%0nce you have been billed $124 of Medicare-Approved amounts for covered services
(which are noted with an asterisk), your Part B Deductible will have been met for the

calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*
MEDICAL EXPENSES—
In or out of the hospital
and outpatient hospital
treatment, such as
Physician’s services,
inpatient and outpatient
medical and surgical
services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment,
First $124 of Medicare
Approved Amounts****| $0 $0 $124 (Part B
Deductible)
****‘
Preventive Benefits for |Generally 75% Remainder All costs above
Medicare covered services| or more of of Medicare Medicare
Medicare approved |approved approved
amounts amounts amounts

Remainder of Medicare |Generally 80% Generally 10% Generally 10%+¢
Approved Amounts
Part B Excess Charges $0 $0 All costs (and
(Above Medicare they do not
Approved Amounts) count toward
annual
out-of-pocket
limit of $4,000)*
BLOOD
First 3 pints $0 50% 50%¢+
Next $124 of Medicare
Approved Amounts**** [$0 $0 $124 (Part B
Deductible)
****‘
Remainder of Medicare Generally 80% Generally 10% Generally 10%+¢

Approved Amounts
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CLINICAL
LABORATORY
SERVICES—
Tests for diagnostic services [ 100% $0 $0

*This plan limits your annual out-of-pocket payments for Medicare-approved amounts to
$4,000 per year. However, this limit does NOT include charges from your provider that
exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be
responsible for paying this difference in the amount charged by your provider and the amount
paid by Medicare for the item or service.

PARTS A & B

HOME HEALTH CARE
Medicare Approved Services
—DMedically necessary
skilled care services and
medical supplies 100% $0 $0
—Durable medical
equipment
First $124 of Medicare
Approved Amounts**¥¥| $0 $0 $124 (Part B
Deductible)
Remainder of Medicare
Approved Amounts 80% 10% 10%+

rrxrkMedicare benefits are subject to change. Please consult the latest Guide to Health
Insurance for People with Medicare.

PLAN L

*You will pay one-fourth of the cost-sharing of some covered services until you reach the
annual out-of-pocket limit of $2,000 each calendar year. The amounts that count toward your
annual limit are noted with diamonds (¢) in the chart below. Once you reach the annual limit,
the plan pays 100% of your Medicare copayment and coinsurance for the rest of the calendar
year. However, this limit does NOT include charges from your provider that exceed Medicare-
approved amounts (these are called “Excess Charges”) and you will be responsible for paying
this difference in the amount charged by your provider and the amount paid by Medicare
for the item or service.

PLAN L
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

**A benefit period begins on the first day you receive service as an inpatient in a hospital
and ends after you have been out of the hospital and have not received skilled care in any
other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*

HOSPITALIZATION**
Semiprivate room and
board, general nursing and
miscellaneous services and
supplies
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First 60 days All but $952 $714 (75% of $238 (25% of
Part A Deductible) | Part A
Deductible)e
61st thru 90th day All but $238 a day | $238 a day $0
91st day and after:
—While using 60 lifetime
reserve days All but $476 a day $476 a day $0
—Once lifetime reserve
days are used:
—Additional 365 days |$0 100% of $O***
Medicare Eligible
Expenses
—Beyond the
Additional 365 days $0 $0 All Costs
SKILLED NURSING
FACILITY CARE**
You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-
approved facility within
30 days after leaving the
hospital
First 20 days All approved amounts| $0 $0
21st thru 100th day All but $119 aday | Up to $89.25 a day | Up to $29.75
a daye
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 5% 25%¢
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your | Generally, most 75% of coinsurance | 25% of
doctor certifies you are Medicare eligible or copayments coinsurance
terminally ill and you elect |expenses for or copaymentsé
to receive these services outpatient drugs and
inpatient respite care

#4*NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands
in the place of Medicare and will pay whatever amount Medicare would have paid for up to
an additional 365 days as provided in the policy’s “Core Benefits.” During this time the
hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.
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PLAN L

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

*#%4%0nce you have been billed $124 of Medicare-Approved amounts for covered services
(which are noted with an asterisk), your Part B Deductible will have been met for the

calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY*

MEDICAL EXPENSES—
In or out of the hospital
and outpatient hospital
treatment, such as
Physician’s services,
inpatient and outpatient
medical and surgical
services and supplies,
physical and speech therapy,
diagnostic tests, durable
medical equipment,

First $124 of Medicare

Approved Amounts****

$0

$0

$124 (Part B

Deductible)
Preventive Benefits for Generally 75% Remainder of All costs above
Medicare covered services |[or more of Medicare approved | Medicare
Medicare approved |amounts approved
amounts amounts
Remainder of Medicare Generally 80% Generally 15% Generally 5%+
Approved Amounts
Part B Excess Charges $0 $0 All costs (and
(Above Medicare they do not
Approved Amounts) count toward
annual
out-of-pocket
limit of $2,000)*
BLOOD
First 3 pints $0 75% 25%4
Next $124 of Medicare
Approved Amounts**** [ $0 $0 $124 (Part B
Deductible)
Remainder of Medicare Generally 80% Generally 15% Generally 5%+
Approved Amounts
CLINICAL
LABORATORY
SERVICES—
Tests for diagnostic services | 100% $0 $0

*This plan limits your annual out-of-pocket payments for Medicare-approved amounts to
$2,000 per year. However, this limit does NOT include charges from your provider that
exceed Medicare-approved amounts (these are called “Excess Charges”) and you will be
responsible for paying this difference in the amount charged by your provider and the amount
paid by Medicare for the item or service.
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PARTS A & B

HOME HEALTH CARE
Medicare Approved Services
—DMedically necessary
skilled care services and
medical supplies 100% $0 $0
—Durable medical
equipment
First $124 of Medicare
Approved Amounts $0 $0 $124 (PartB
Deductible)¢
Remainder of Medicare
Approved Amounts 80% 15% 5%+

Medicare benefits are subject to change. Please consult the latest Guide to Health Insur-
ance for People with Medicare.

500.3817 Medicare select policies and certificates; definitions; require-
ments for issuance; plan of operation; filing, format, and contents; pro-
posed changes; updated list of network providers; payment for covered
services not available through network providers; disclosure; receipt
of information; grievance procedure; report; availability of comparable
or lesser benefits; continuation of coverage; requests for data by state
or federal agencies.

Sec. 3817. (1) This section applies to medicare select policies and certificates.

(2) As used in this section:

(a) “Complaint” means any dissatisfaction expressed by an individual concerning a medi-
care select insurer or its network providers.

(b) “Grievance” means a dissatisfaction expressed in writing by an individual insured
under a medicare select policy or certificate with the administration, claims practices, or pro-
vision of services concerning a medicare select insurer or its network providers.

(c) “Medicare select insurer” means an insurer offering, or seeking to offer, a medicare
select policy or certificate.

(d) “Medicare select policy” or “medicare select certificate” means a medicare supplement
policy or certificate that contains restricted network provisions.

(e) “Network provider” means a provider of health care, or a group of providers of health
care, that has entered into a written agreement with the insurer to provide benefits under
a medicare select policy or certificate.

(f) “Restricted network provision” means any provision that conditions the payment of
benefits, in whole or in part, on the use of network providers.

(g) “Service area” means the geographic area approved by the commissioner within which
an insurer is authorized to offer a medicare select policy or certificate.

(3) A policy or certificate shall not be advertised as a medicare select policy or certificate
unless it meets the requirements of this section.

(4) The commissioner may authorize an insurer to offer a medicare select policy or certif-
icate, pursuant to this section and section 1882 of part C of title XVIII of the social security
act, 42 USC 1395ss, if the commissioner finds that the insurer has satisfied all necessary
requirements.
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(5) A medicare select insurer shall not issue a medicare select policy or certificate in this
state until its plan of operation has been approved by the commissioner.

(6) A medicare select insurer shall file a proposed plan of operation with the commissioner
in a format prescribed by the commissioner. The plan of operation shall contain at least
the following information:

(a) Evidence that all covered services that are subject to restricted network provisions
are available and accessible through network providers, as follows:

(1) That services can be provided by network providers with reasonable promptness
with respect to geographic location, hours of operation, and after-hour care. The hours of
operation and availability of after-hour care shall reflect usual practice in the local area.
Geographic availability shall reflect the usual travel times within the community.

(77) That the number of network providers in the service area is sufficient, with respect
to current and expected policyholders, either to deliver adequately all services that are
subject to a restricted network provision or to make appropriate referrals.

(727) That there are written agreements with network providers describing specific
responsibilities.

(17v) That emergency care is available 24 hours per day and 7 days per week.

(v) That in the case of covered services that are subject to a restricted network provision
and are provided on a prepaid basis, there are written agreements with network providers
prohibiting such providers from billing or otherwise seeking reimbursement from or recourse
against any individual insured under a medicare select policy or certificate. This subpara-
graph does not apply to supplemental charges or coinsurance amounts as stated in the
medicare select policy or certificate.

(b) A statement or map providing a clear description of the service area.

(¢) A description of the grievance procedure to be used.

(d) A description of the quality assurance program, including all of the following:
(1) The formal organizational structure.

(77) The written criteria for selection, retention, and removal of network providers.

(717) The procedures for evaluating quality of care provided by network providers and
the process to initiate corrective action if warranted.

(e) A list and description, by specialty, of the network providers.

(f) Copies of the written information proposed to be used by the insurer to comply with
subsection (10).

(2) Any other information requested by the commissioner.

(7) A medicare select insurer shall file any proposed changes to the plan of operation,
except for changes to the list of network providers, with the commissioner prior to imple-
menting any changes. An updated list of network providers shall be filed with the commis-
sioner at least quarterly. Changes shall be considered approved by the commissioner after
30 days unless specifically disapproved.

(8) A medicare select policy or certificate shall not restrict payment for covered services
provided by nonnetwork providers if the services are for symptoms requiring emergency
care or are immediately required for an unforeseen illness, injury, or a condition and it is
not reasonable to obtain such services through a network provider.

(9) A medicare select policy or certificate shall provide payment for full coverage under
the policy or certificate for covered services that are not available through network pro-
viders.
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(10) A medicare select insurer shall make full and fair disclosure in writing of the
provisions, restrictions, and limitations of the medicare select policy or certificate to each
applicant. This disclosure shall include at least all of the following:

(a) An outline of coverage sufficient to permit the applicant to compare the coverage
and premiums of the medicare select policy or certificate with other medicare supplement
policies or certificates offered by the insurer or offered by other insurers.

(b) A description, including address, phone number, and hours of operation, of the net-
work providers, including primary care physicians, specialty physicians, hospitals, and other
providers.

(c) A description of the restricted network provisions, including payments for coinsur-
ance and deductibles if providers other than network providers are utilized. Except to the
extent specified in the policy or certificate, expenses incurred when using out-of-network
providers do not count toward the out-of-pocket annual limit contained in plans K and L.

(d) A description of coverage for emergency and urgently needed care and other
out-of-service area coverage.

(e) A description of limitations on referrals to restricted network providers and to other
providers.

() A description of the policyholder’s rights to purchase any other medicare supplement
policy or certificate otherwise offered by the insurer.

() A description of the medicare select insurer’s quality assurance program and griev-
ance procedure.

(11) Prior to the sale of a medicare select policy or certificate, a medicare select insurer
shall obtain from the applicant a signed and dated form stating that the applicant has received
the information provided pursuant to subsection (10) and that the applicant understands
the restrictions of the medicare select policy or certificate.

(12) A medicare select insurer shall have and use procedures for hearing complaints and
resolving written grievances from subscribers. The procedures shall be aimed at mutual
agreement for settlement and may include arbitration procedures. The grievance procedure
shall be described in the policy and certificate and in the outline of coverage. At the time
the policy or certificate is issued, the insurer shall provide detailed information to the policy-
holder describing how a grievance may be registered with the insurer. Grievances shall be
considered in a timely manner and shall be transmitted to appropriate decision-makers
who have authority to fully investigate the issue and take corrective action. If a grievance
is found to be valid, corrective action shall be taken promptly. All concerned parties shall be
notified about the results of a grievance. The insurer shall report no later than each March 31
to the commissioner regarding its grievance procedure. The report shall be in a format pre-
scribed by the commissioner and shall contain the number of grievances filed in the past year
and a summary of the subject, nature, and resolution of those grievances.

(13) At the time of initial purchase, a medicare select insurer shall make available to
each applicant for a medicare select policy or certificate the opportunity to purchase any
medicare supplement policy or certificate otherwise offered by the insurer.

(14) At the request of an individual insured under a medicare select policy or certificate,
a medicare select insurer shall make available to the individual insured the opportunity to
purchase a medicare supplement policy or certificate offered by the insurer that has com-
parable or lesser benefits and that does not contain a restricted network provision. The
insurer shall make the policies or certificates available without requiring evidence of insur-
ability after the medicare supplement policy or certificate has been in force for 6 months.
For the purposes of this subsection, a medicare supplement policy or certificate shall be
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considered to have comparable or lesser benefits unless it contains 1 or more significant
benefits not included in the medicare select policy or certificate being replaced. For the
purposes of this subsection, a significant benefit means coverage for the medicare part A
deductible, coverage for at-home recovery services, or coverage for part B excess charges.

(15) Medicare select policies and certificates shall provide for continuation of coverage
if the secretary of health and human services determines that medicare select policies and
certificates issued pursuant to this section should be discontinued due to either the failure
of the medicare select program to be reauthorized under law or its substantial amendment.
Each medicare select insurer shall make available to each individual insured under a medicare
select policy or certificate the opportunity to purchase any medicare supplement policy or
certificate offered by the insurer that has comparable or lesser benefits and that does not
contain a restricted network provision. The issuer shall make the policies and certificates
available without requiring evidence of insurability. For the purposes of this subsection,
a medicare supplement policy or certificate will be considered to have comparable or lesser
benefits unless it contains 1 or more significant benefits not included in the medicare select
policy or certificate being replaced. For the purposes of this subsection, a significant benefit
means coverage for the medicare part A deductible, coverage for at-home recovery service,
or coverage for part B excess charges.

(16) A medicare select insurer shall comply with reasonable requests for data made by
state or federal agencies, including the United States department of health and human
services, for the purposes of evaluating the medicare select program.

500.3819 Minimum standards; suspension of benefits and premiums;
notice; reinstitution.

Sec. 3819. (1) An insurance policy shall not be titled, advertised, solicited, or issued for
delivery in this state as a medicare supplement policy if the policy does not meet the minimum
standards prescribed in this section. These minimum standards are in addition to all other
requirements of this chapter.

(2) The following standards apply to medicare supplement policies:

(a) A medicare supplement policy shall not deny a claim for losses incurred more than
6 months from the effective date of coverage because it involved a preexisting condition.
The policy or certificate shall not define a preexisting condition more restrictively than to
mean a condition for which medical advice was given or treatment was recommended by
or received from a physician within 6 months before the effective date of coverage.

(b) A medicare supplement policy shall not indemnify against losses resulting from sick-
ness on a different basis than losses resulting from accidents.

(¢) A medicare supplement policy shall provide that benefits designed to cover cost
sharing amounts under medicare will be changed automatically to coincide with any changes
in the applicable medicare deductible amount and copayment percentage factors. Premiums
may be modified to correspond with such changes.

(d) A medicare supplement policy shall be guaranteed renewable. Termination shall be
for nonpayment of premium or material misrepresentation only.

(e) Termination of a medicare supplement policy shall not reduce or limit the payment
of benefits for any continuous loss that commenced while the policy was in force, but the
extension of benefits beyond the period during which the policy was in force may be
predicated upon the continuous total disability of the insured, limited to the duration of
the policy benefit period, if any, or payment of the maximum benefits. Receipt of medicare
part D benefits will not be considered in determining a continuous loss.
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(f) If a medicare supplement policy eliminates an outpatient prescription drug benefit
as a result of requirements imposed by the medicare prescription drug, improvement, and
modernization act of 2003, Public Law 108-173, the modified policy shall be considered to
satisfy the guaranteed renewal of this subsection.

(g) A medicare supplement policy shall not provide for termination of coverage of a
spouse solely because of the occurrence of an event specified for termination of coverage
of the insured, other than the nonpayment of premium.

(3) A medicare supplement policy shall provide that benefits and premiums under the
policy shall be suspended at the request of the policyholder or certificate holder for a
period not to exceed 24 months in which the policyholder or certificate holder has applied
for and is determined to be entitled to medical assistance under medicaid, but only if the
policyholder or certificate holder notifies the insurer of such assistance within 90 days after
the date the individual becomes entitled to the assistance. Upon receipt of timely notice, the
insurer shall return to the policyholder or certificate holder that portion of the premium
attributable to the period of medicaid eligibility, subject to adjustment for paid claims. If
a suspension occurs and if the policyholder or certificate holder loses entitlement to medical
assistance under medicaid, the policy shall be automatically reinstituted effective as of the
date of termination of the assistance if the policyholder or certificate holder provides notice
of loss of medicaid medical assistance within 90 days after the date of the loss and pays the
premium attributable to the period effective as of the date of termination of the assistance.
Each medicare supplement policy shall provide that benefits and premiums under the policy
shall be suspended at the request of the policyholder if the policyholder is entitled to benefits
under section 226(b) of title II of the social security act, and is covered under a group health
plan as defined in section 1862(b)(1)(A)(v) of the social security act. If suspension occurs
and if the policyholder or certificate holder loses coverage under the group health plan,
the policy shall be automatically reinstituted effective as of the date of loss of coverage if
the policyholder provides notice of loss of coverage within 90 days after the date of the loss
and pays the premium attributable to the period, effective as of the date of termination of
enrollment in the group health plan. All of the following apply to the reinstitution of a
medicare supplement policy under this subsection:

(a) The reinstitution shall not provide for any waiting period with respect to treatment
of preexisting conditions.

(b) Reinstituted coverage shall be substantially equivalent to coverage in effect before
the date of the suspension. If the suspended medicare supplement policy provided coverage
for outpatient prescription drugs, reinstitution of the policy for medicare part D enrollees
shall be without coverage for outpatient prescription drugs and shall otherwise provide
substantially equivalent coverage to the coverage in effect before the date of the suspension.

(c) Classification of premiums for reinstituted coverage shall be on terms at least as
favorable to the policyholder or certificate holder as the premium classification terms that
would have applied to the policyholder or certificate holder had the coverage not been sus-
pended.

500.3823 Covered benefits more restrictive than benefits under
medicare and required under state law prohibited; benefits for out-
patient prescription drugs.

Sec. 3823. (1) An insurance policy shall not be titled, advertised, solicited, or issued for
delivery in this state as a medicare supplement policy unless the definitions and terms
contained in the policy are such that covered benefits under the policy are not more
restrictive than covered benefits under medicare and those required to be provided under
state law.
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(2) A medicare supplement policy with benefits for outpatient prescription drugs in
existence prior to January 1, 2006 shall be renewed for current policyholders who do not
enroll in part D at the option of the policyholder.

(3) A medicare supplement policy with benefits for outpatient prescription drugs shall
not be issued after December 31, 2005.

(4) After December 31, 2005, a medicare supplement policy with benefits for outpatient
prescription drugs may not be renewed after the policyholder enrolls in medicare part D
unless:

(a) The policy is modified to eliminate outpatient prescription coverage for expenses of
outpatient prescription drugs incurred after the effective date of the individual’s coverage
under a part D plan.

(b) Premiums are adjusted to reflect the elimination of outpatient prescription drug cov-
erage at the time of medicare part D enrollment, accounting for any claims paid, if applicable.

500.3827 Duplicate benefits prohibited; application; statements and
questions whether another policy in force; list of policies sold to appli-
cant; notice regarding replacement coverage.

Sec. 3827. (1) A medicare supplement insurance policy or certificate shall not be delivered
or issued for delivery in this state if the policy or certificate provides benefits that duplicate
benefits provided by medicare.

(2) Application forms or a supplementary application or other form to be signed by the
applicant and agent for medicare supplement policies shall include the following statements
and questions designed to inform and elicit information as to whether, as of the date of the
application, the applicant currently has medicare supplement, medicare advantage, medicaid
coverage, or another health insurance policy or certificate in force or whether a medicare
supplement policy or certificate is intended to replace any disability or other health policy
or certificate presently in force:

[STATEMENTS]
(1) You do not need more than 1 medicare supplement policy.

(2) If you purchase this policy, you may want to evaluate your existing health coverage
and decide if you need multiple coverages.

(3) If you are 65 or older, you may be eligible for benefits under medicaid and may not
need a medicare supplement policy.

(4) If, after purchasing this policy, you become eligible for medicaid, the benefits and
premiums under your medicare supplement policy will be suspended during your entitlement
to benefits under medicaid for 24 months. You must request this suspension within 90 days
of becoming eligible for medicaid. If you are no longer entitled to medicaid, your suspended
medicare supplement policy, or, if that is no longer available, a substantially equivalent
policy, will be reinstituted if requested within 90 days of losing medicaid eligibility. If the
medicare supplement provided coverage for outpatient prescription drugs and you enrolled
in medicare part D while your policy was suspended, the reinstituted policy will not have
outpatient prescription drug coverage, but will otherwise be substantially equivalent to
your coverage before the date of the suspension.

(5) If you are eligible for, and have enrolled in, a medicare supplement policy by reason
of disability and you later become covered by an employer or union-based group health
plan, the benefits and premiums under your medicare supplement policy can be suspended,
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if requested, while you are covered under the employer or union-based group health plan.
If you suspend your medicare supplement policy under these circumstances, and later lose
your employer or union-based group health plan, your suspended medicare supplement
policy, or if that is no longer available, a substantially equivalent policy, will be reinstituted
if requested within 90 days of losing your employer or union-based group health plan. If
the medicare supplement policy provided coverage for outpatient prescription drugs and
you enrolled in medicare part D while your policy was suspended, the reinstituted policy
will not have outpatient prescription drug coverage, but will otherwise be substantially
equivalent to your coverage before the date of the suspension.

(6) Counseling services may be available in your state to provide advice concerning
your purchase of medicare supplement insurance and concerning medicaid.

[QUESTIONS]

If you lost or are losing other health insurance coverage and received a notice from
your prior insurer saying you were eligible for guaranteed issue of a medicare supplement
insurance policy, or that you had certain rights to buy such a policy, you may be guaranteed
acceptance in one or more of our medicare supplement plans. Please include a copy of the no-
tice from your prior insurer with your application. PLEASE ANSWER ALL QUESTIONS.

[Please mark Yes or No below with an “X”]
To the best of your knowledge,
(1) (a) Did you turn age 65 in the last 6 months?
Yes_ No__
(b) Did you enroll in medicare part B in the last 6 months?
Yes_ No__

(c) If yes, what is the effective date?

2) Are you covered for medical assistance through the state medicaid program?

[NOTE TO APPLICANT: If you are participating in a “Spend-Down Program”
and have not met your “Share of Cost,” please answer NO to this question.]

If yes,
(a) Will medicaid pay your premiums for this medicare supplement policy?
Yes No

(b) Do you receive any benefits from medicaid OTHER THAN payments toward your
medicare part B premium?

Yes No

(3) (a) If you had coverage from any medicare plan other than original medicare within
the past 63 days (for example, a medicare advantage plan, or a medicare HMO or
PPO), fill in your start and end dates below. If you are still covered under this plan,
leave “END” blank.

START [/ END /|
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(b) If you are still covered under the medicare plan, do you intend to replace your
current coverage with this new medicare supplement policy?

Yes No

(c) Was this your first time in this type of medicare plan?

Yes No

(d) Did you drop a medicare supplement policy to enroll in the medicare plan?
Yes_ No__
(4) (a) Do you have another medicare supplement policy in force?
Yes_ No__

(b) If so, with what company, and what plan do you have [optional for direct mailers]?

(c) If so, do you intend to replace your current medicare supplement policy with this
policy?
Yes No

5) Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union, or individual plan)

Yes No

(a) If so, with what company and what kind of policy?

(b) What are your dates of coverage under the other policy?

START /1 END /]

(If you are still covered under the other policy, leave “END” blank.)

(3) An agent shall list on the application form for a medicare supplement policy any
other health insurance policies, certificates, or contracts he or she has sold to the applicant,
including policies, certificates, or contracts sold that are still in force and policies, certificates,
and contracts sold in the past 5 years that are no longer in force.

(4) For a direct response insurer, a copy of the application or supplement form, signed
by the applicant, and acknowledged by the insurer, shall be returned to the applicant by
the insurer upon delivery of the policy or certificate.

(5) Upon determining that a sale will involve replacement of medicare supplement cover-
age, an insurer, other than a direct response insurer or its agent, shall furnish the applicant
prior to issuance or delivery of the medicare supplement policy the following notice regarding
replacement of medicare supplement coverage. One copy of the notice signed by the applicant
and the agent, except where coverage is sold without an agent, shall be provided to the appli-
cant and an additional signed copy shall be retained by the insurer. A direct response insurer
shall deliver to the applicant at the time of issuance of the policy or certificate the following
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notice, regarding replacement of medicare supplement coverage. The notice regarding re-
placement of medicare supplement coverage shall be provided in substantially the following
form and in not less than 12-point type:

“NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT COVERAGE OR MEDICARE ADVANTAGE
(INSURANCE COMPANY’S NAME AND ADDRESS)
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to (your application) (information you have furnished), you intend to drop
or otherwise terminate existing medicare supplement coverage or medicare advantage plan
and replace it with a policy or certificate to be issued by (company name) insurance company.
Your new policy or certificate provides 30 days within which you may decide without cost
whether you desire to keep the policy or certificate.

You should review this new coverage carefully comparing it with all disability and other
health coverage you now have and terminate your present coverage only if, after due con-
sideration, you find that purchase of this medicare supplement coverage is a wise decision.

Statement to applicant by insurer, agent, or other representative:
(Use additional sheets as necessary.)

I have reviewed your current medical or health coverage. The replacement of coverage
involved in this transaction does not duplicate your existing medicare supplement, or, if
applicable, medicare advantage coverage because you intend to terminate your existing
medicare supplement coverage or leave your medicare advantage plan, to the best of my
knowledge. The replacement policy is being purchased for the following reasons (check 1):

_ Additional benefits
No change in benefits, but lower premiums
Fewer benefits and lower premiums
My plan has outpatient prescription drug coverage and I am enrolling in part D

Disenrollment from a medicare advantage plan. Please explain reason for dis-
enrollment. [Optional only for direct mailers.]

Other. (Please specify)

1. Health conditions which you may presently have (pre-existing conditions) may not
be immediately or fully covered under the new policy. This could result in denial or delay
of a claim for benefits under the new policy, whereas a similar claim might have been payable
under your present policy. This paragraph may be deleted by an insurer if the replacement
does not involve application of a new pre-existing condition limitation.

2. Your insurer will waive any time periods applicable to preexisting conditions, waiting
periods, elimination periods, or probationary periods in the new policy or certificate for
similar benefits to the extent such time was spent or depleted under the original coverage.
This paragraph may be deleted by an insurer if the replacement does not involve application
of a new preexisting condition limitation.

3. If, after thinking about it carefully, you still wish to drop your present coverage and
replace it with new coverage, be certain to truthfully and completely answer all questions
on the application concerning your medical and health history. Failure to include all material
medical information on an application may provide a basis for the insurer to deny any future
claims and to refund your premium as though your policy or certificate had never been in
force. After the application has been completed, and before you sign it, review it carefully
to be certain that all information has been properly recorded. (If the policy or certificate
is guaranteed issue, this paragraph need not appear.)
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4. Do not cancel your present policy until you have received your new policy and are
sure that you want to keep it.

Signature of Agent, Broker, or Other Representative
(*Signature not required for direct response sales.)

Typed Name and Address of Agent or Broker

(Date)
The above “Notice to Applicant” was delivered to me on:

(Date)

(Applicant’s Signature)

(Applicant’s Printed Name)

(Applicant’s Address)
(Policy, Certificate, or Contract Number being Replaced)”

500.3830 Eligible person; requirements.

Sec. 3830. (1) An eligible person is an individual described in subsection (2) who applies
to enroll under a medicare supplement policy during the period described in subsection (3),
and who submits evidence of the date of termination or disenrollment or medicare part D
enrollment with the application for a medicare supplement policy. For an eligible person,
an insurer shall not deny or condition the issuance or effectiveness of a medicare supplement
policy described in subsections (5), (6), and (7) that is offered and is available for issuance
to new enrollees by the insurer, shall not discriminate in the pricing of the medicare supple-
ment policy because of health status, claims experience, receipt of health care, or medical
condition, and shall not impose an exclusion of benefits based on a preexisting condition
under the medicare supplement policy.

(2) An eligible person under this section is an individual that meets any of the following:

(a) Is enrolled under an employee welfare benefit plan that provides health benefits that
supplement the benefits under medicare and the plan terminates or the plan ceases to pro-
vide all those supplemental health benefits to the individual.

(b) Is enrolled with a medicare advantage organization under a medicare advantage plan
under part C of medicare, and any of the following circumstances apply, or the individual
is 65 years of age or older and is enrolled with a PACE provider under section 1894 of the
social security act, and there are circumstances similar to those described below that would
permit discontinuance of the individual’s enrollment with the provider if the individual
were enrolled in a medicare advantage plan:

(7) The certification of the organization or plan has been terminated.

(77) The organization has terminated or otherwise discontinued providing the plan in
the area in which the individual resides.

(727) The individual is no longer eligible to elect the plan because of a change in the
individual’s place of residence or other change in circumstances specified by the secretary,
but not including termination of the individual’s enrollment on the basis described in
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section 1851(g2)(3)(b) of the social security act, where the individual has not paid premiums
on a timely basis or has engaged in disruptive behavior as specified in standards estab-
lished under section 1856 of the social security act, or the plan is terminated for all individuals
within a residence area.

(1v) The individual demonstrates, in accordance with guidelines established by the secre-
tary, that the organization offering the plan substantially violated a material provision of
the organization’s contract in relation to the individual, including the failure to provide an
enrollee on a timely basis medically necessary care for which benefits are available under
the plan or the failure to provide covered care in accordance with applicable quality stan-
dards, or the organization, or agent or other entity acting on the organization’s behalf,
materially misrepresented the plan’s provisions in marketing the plan to the individual.

(v) The individual meets other exceptional conditions as the secretary may provide.

(c) Is enrolled with an eligible organization under a contract under section 1876 of the
social security act, a similar organization operating under demonstration project authority,
effective for periods before April 1, 1999, an organization under an agreement under sec-
tion 1833(a)(1)(A) of the social security act, health care prepayment plan, or an organization
under a medicare select policy, and the enrollment ceases under the same circumstances
that would permit discontinuance of an individual’s election of coverage under subdivision (b).

(d) Is enrolled under a medicare supplement policy and the enrollment ceases because
of any of the following:

(7) The insolvency of the insurer or bankruptcy of the noninsurer organization or of other
involuntary termination of coverage or enrollment under the policy.

(77) The insurer substantially violated a material provision of the policy.

(717) The insurer, or an agent or other entity acting on the insurer’s behalf, materially
misrepresented the policy’s provisions in marketing the policy to the individual.

(e) Was enrolled under a medicare supplement policy and terminates enrollment and sub-
sequently enrolls, for the first time, with any medicare advantage organization under a medi-
care advantage plan under part C of medicare, any eligible organization under a contract
under section 1876 of the social security act, medicare cost, any similar organization operating
under demonstration project authority, any PACE provider under section 1894 of the social
security act, or a medicare select policy; and the subsequent enrollment is terminated by
the enrollee during any period within the first 12 months of the subsequent enrollment
during which the enrollee is permitted to terminate the subsequent enrollment under
section 1851(e) of the social security act.

(f) Upon first becoming eligible for benefits under part A of medicare at age 65, enrolls
in a medicare advantage plan under part C of medicare, or with a PACE provider under
section 1894 of the social security act, and disenrolls from the plan or program by not later
than 12 months after the effective date of enrollment.

(g) Enrolls in a medicare part D plan during the initial enrollment period and, at the
time of enrollment in part D, was enrolled under a medicare supplement policy that covers
outpatient prescription drugs and the individual terminates enrollment in the medicare
supplement policy and submits evidence of enrollment in medicare part D along with the
application for a policy described in subsection (5).

(3) The guaranteed issue time periods under this section are as follows:

(a) For an individual described in subsection (2)(a), the guaranteed issue time period
begins on the date the individual receives a notice of termination or cessation of all supple-
mental health benefits or, if a notice is not received, notice that a claim has been denied
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because of a termination or cessation, or the date that the applicable coverage terminates
or ceases, whichever occurs later, and ends 63 days after that date.

(b) For an individual described in subsection (2)(b), (¢), (e), or (f) whose enrollment is
terminated involuntarily, the guaranteed issue time period begins on the date that the
individual receives a notice of termination and ends 63 days after the date the applicable
coverage is terminated.

(¢) For an individual described in subsection (2)(d)(7), the guaranteed issue time period
begins on the earlier of the date that the individual receives a notice of termination, a
notice of the issuer’s bankruptey or insolvency, or other such similar notice, if any, or the
date that the applicable coverage is terminated, and ends on the date that is 63 days after
the date the coverage is terminated.

(d) For an individual described in subsection (2)(b), (d)(#7), (d)(iti), (e), or (f) who disenrolls
voluntarily, the guaranteed issue time period begins on the date that is 60 days before the
effective date of the disenrollment and ends on the date that is 63 days after the effective
date.

(e) In the case of an individual described in subsection (2)(g), the guaranteed issue period
begins on the date the individual receives notice pursuant to section 1882(v)(2)(B) of the
social security act from the medicare supplement issuer during the 60-day period imme-
diately preceding the initial part D enrollment period and ends on the date that is 63 days
after the effective date of the individual’s coverage under medicare part D.

(f) For an individual described in subsection (2) but not described in subdivisions (a) to
(d), the guaranteed issue time period begins on the effective date of disenrollment and
ends on the date that is 63 days after the effective date.

(4) For an individual described in subsection (2)(e) whose enrollment with an organization
or provider described in subsection (2)(e) is involuntarily terminated within the first
12 months of enrollment, and who, without an intervening enrollment, enrolls with another
such organization or provider, the subsequent enrollment shall be considered an initial
enrollment described in subsection (2)(e). For an individual described in subsection (2)(f)
whose enrollment within a plan or in a program described in subsection (2)(f) is involuntarily
terminated within the first 12 months of enrollment, and who, without an intervening enroll-
ment, enrolls in another such plan or program, the subsequent enrollment shall be considered
an initial enrollment described in subsection (2)(f). For purposes of subsections (2)(e) and (f),
an enrollment of an individual with an organization or provider described in subsection (2)(e),
or with a plan or provider described in subsection (2)(f), shall not be considered to be an
initial enrollment after the 2-year period beginning on the date on which the individual
first enrolled with such an organization, provider, or plan.

(5) Subject to this subsection, the medicare supplement policy to which an eligible person
is entitled under subsection (2)(a), (b), (c), and (d) is a medicare supplement policy that has
a benefit package classified as plan A, B, C, or F including F with a high deductible, K, or L
offered by any insurer. After December 31, 2005, if the individual was most recently enrolled
in a medicare supplement policy with an outpatient prescription drug benefit, a medicare
supplement policy described in this subsection is:

(a) The policy available from the same insurer but modified to remove outpatient prescrip-
tion drug coverage.

(b) At the election of the policyholder, an A, B, C, F, including F' with a high deductible,
K, or L policy that is offered by any insurer.

(6) The medicare supplement policy to which an eligible person is entitled under sub-
section (2)(e) is the same medicare supplement policy in which the individual was most
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recently previously enrolled, if available from the same insurer, or, if not so available, a
policy described in subsection (5).

(7) The medicare supplement policy to which an eligible person is entitled under sub-
section (2)(f) shall include any medicare supplement policy offered by any insurer.

(8) Subsection (2)(g) is a medicare supplement policy that has a benefit package classified
as plan A, B, C, F, including F with a high deductible, K, or L, and that is offered and is
available for issuance to new enrollees by the same insurer that issued the individual’s
medicare supplement policy with outpatient prescription drug coverage.

500.3831 Individual or group expense incurred hospital, medical, or
surgical policies; right of continuation, conversion, or type C medicare
supplemental package; request for coverage; exclusion from pre-
existing conditions; notice of availability of coverage; utilization of
another insurer to write coverage.

Sec. 3831. (1) Each insurer offering individual or group expense incurred hospital,
medical, or surgical policies or certificates in this state shall provide without restriction,
to any person who requests coverage from an insurer and has been insured with an insurer
subject to this section, if the person would no longer be insured because he or she has become
eligible for medicare or if the person loses coverage under a group policy after becoming
eligible for medicare, a right of continuation or conversion to their choice of the basic core
benefits as described in section 3807 or a type C medicare supplemental package as described
in section 3811(5)(c) that is guaranteed renewable or noncancellable. A person who is hos-
pitalized or has been informed by a physician that he or she will require hospitalization
within 30 days after the time of application shall not be entitled to coverage under this
subsection until the day following the date of discharge. However, if the hospitalized person
was insured by the insurer immediately prior to becoming eligible for medicare or imme-
diately prior to losing coverage under a group policy after becoming eligible for medicare,
the person shall be eligible for immediate coverage from the previous insurer under this
subsection. A person shall not be entitled to a medicare supplemental policy under this
subsection unless the person presents satisfactory proof to the insurer that he or she was
insured with an insurer subject to this section. A person who wishes coverage under this
subsection must either request coverage within 90 days before or 90 days after the month
he or she becomes eligible for medicare or request coverage within 180 days after losing
coverage under a group policy. A person 60 years of age or older who loses coverage under
a group policy is entitled to coverage under a medicare supplemental policy without restric-
tion from the insurer providing the former group coverage, if he or she requests coverage
within 90 days before or 90 days after the month he or she becomes eligible for medicare.

(2) Except as provided in section 3833, a person not insured under an individual or group
hospital, medical, or surgical expense incurred policy as specified in subsection (1), after
applying for coverage under a medicare supplemental policy required to be offered under
subsection (1), shall be entitled to coverage under a medicare supplemental policy that may
include a provision for exclusion from preexisting conditions for 6 months after the inception
of coverage, consistent with the provisions of section 3819(2)(a).

(3) Each insurer offering individual expense incurred hospital, medical, or surgical policies
in this state shall give to each person who is insured with the insurer at the time he or she
becomes eligible for medicare, and to each applicant of the insurer who is eligible for
medicare, written notice of the availability of coverage under this section. Each group policy-
holder providing hospital, medical, or surgical expense incurred coverage in this state
shall give to each certificate holder who is covered at the time he or she becomes eligible
for medicare, written notice of the availability of coverage under this section.
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(4) Notwithstanding the requirements of this section, an insurer offering or renewing
individual or group expense incurred hospital, medical, or surgical policies or certificates
after June 27, 2005 may comply with the requirement of providing medicare supplemental
coverage to eligible policyholders by utilizing another insurer to write this coverage provided
the insurer meets all of the following requirements:

(a) The insurer provides its policyholders the name of the insurer that will provide the
medicare supplemental coverage.

(b) The insurer gives its policyholders the telephone numbers at which the medicare
supplemental insurer can be reached.

(c¢) The insurer remains responsible for providing medicare supplemental coverage to
its policyholders in the event that the other insurer no longer provides coverage and
another insurer is not found to take its place.

(d) The insurer provides certification from an executive officer for the specific insurer
or affiliate of the insurer wishing to utilize this option. This certification shall identify the
process provided in subdivisions (a) through (c) and shall clearly state that the insurer
understands that the commissioner may void this arrangement if the affiliate fails to ensure
that eligible policyholders are immediately offered medicare supplemental policies.

(e) The insurer certifies to the commissioner that it is in the process of discontinuing
in Michigan its offering of individual or group expense incurred hospital, medical, or surgical
policies or certificates.

500.3835 Marketing procedures; determining appropriateness of
recommended purchase or replacement; more than 1 policy prohib-
ited; individual enrolled in medicare advantage; “notice to buyer”
displayed.

Sec. 3835. (1) Each insurer marketing medicare supplement insurance coverage in this
state directly or through its agents shall do all of the following:

(a) Establish marketing procedures to ensure that any comparison of policies by its
agents will be fair and accurate.

(b) Establish marketing procedures to ensure excessive insurance is not sold or issued.

(¢) Inquire and otherwise make every reasonable effort to identify whether a prospective
applicant for medicare supplement insurance already has disability or other health coverage
and the types and amounts of coverage.

(d) Establish auditable procedures for verifying compliance with this subsection.

(2) In recommending the purchase or replacement of any medicare supplement coverage,
an agent shall make reasonable efforts to determine the appropriateness of a recommended
purchase or replacement.

(3) Any sale of medicare supplement coverage that will provide an individual with more
than 1 medicare supplement policy, certificate, or contract is prohibited.

(4) An insurer shall not issue a medicare supplement policy or certificate to an individual
enrolled in medicare advantage unless the effective date of the coverage is after the termina-
tion date of the individual’s medicare advantage coverage.

(5) A medical supplement policy shall display prominently by type, stamp, or other appro-
priate means, on the first page of the policy the following: “Notice to buyer: This policy
may not cover all of your medical expenses.”.
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500.3839 Renewal or continuation provision; effect of termination or
replacement; elimination of outpatient prescription drug benefit.
Sec. 3839. (1) Each medicare supplement policy shall include a renewal or continuation

provision. The provision shall be appropriately captioned, shall appear on the first page of
the policy, and shall clearly state the term of coverage for which the policy is issued and
for which it may be renewed. The provision shall include any reservation by the insurer
of the right to change premiums and any automatic renewal premium increases based on
the policyholder’s age.

(2) If a medicare supplement policy is terminated by the group policyholder and is not
replaced as provided under subsection (4), the issuer shall offer certificate holders an
individual medicare supplement policy that at the option of the certificate holder provides
for continuation of the benefits contained in the group policy or provides for such benefits
as otherwise meet the requirements of section 3819.

(3) If an individual is a certificate holder in a group medicare supplement policy and
the individual terminates membership in the group, the issuer shall offer the certificate
holder the conversion opportunity described in subsection (4) or at the option of the group
policyholder, offer the certificate holder continuation of coverage under the group policy.

(4) If a group medicare supplement policy is replaced by another group medicare supple-
ment policy purchased by the same policyholder, the succeeding issuer shall offer coverage
to all persons covered under the old group policy on its date of termination. Coverage
under the new policy shall not result in any exclusion for preexisting conditions that
would have been covered under the group policy being replaced.

(5) If a medicare supplement policy eliminates an outpatient prescription drug benefit
as a result of requirements imposed by the medicare prescription drug, improvement, and
modernization act of 2003, Public Law 108-173, the modified policy shall be considered to
satisfy the guaranteed renewal requirements of this section.

500.3841 Riders or endorsements; signed acceptance or agreement;
additional premium; use of certain standards, terms, and words; filing
of changes in medicare benefits; elimination of duplicate benefits;
notice of modifications; notice requirements of medicare prescription
drug, improvement, and modernization act of 2003.

Sec. 3841. (1) Except for riders or endorsements by which the insurer effectuates a
request made in writing by the insured, exercises a specifically reserved right under a
medicare supplement policy, or as required to reduce or eliminate benefits to avoid dupli-
cation of medicare benefits, all riders or endorsements added to a medicare supplement
policy after date of issue or at reinstatement or renewal that reduce or eliminate benefits
or coverage in the policy shall require signed acceptance by the insured. After the date of
policy issue, any rider or endorsement that increases benefits or coverage with a concomitant
increase in premium during the policy term shall be agreed to in writing and signed by the
insured, unless the benefits are required minimum standards for medicare supplement
policies or if the increase in benefits or coverage is required by law. If a separate additional
premium is charged for benefits provided in connection with riders or endorsements, the
premium charged shall be set forth in the policy.

(2) A medicare supplement policy shall not provide for the payment of benefits based
on standards described as “usual and customary”, “reasonable and customary”, or words
of similar import.

(3) If a medicare supplement policy contains any limitations with respect to preexisting
conditions, the limitations shall appear as a separate paragraph of the policy and shall be
labeled as “preexisting condition limitations”.
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(4) The term “medicare supplement”, “medigap”, “medicare wrap-around”, or words of
similar import shall not be used unless the policy is issued in compliance with this chapter.

(5) As soon as practicable but prior to the effective date of any changes in medicare
benefits, every insurer offering medicare supplement insurance policies in this state shall
file with the commissioner both of the following:

(a) Any appropriate premium adjustments necessary to produce loss ratios as anticipated
for the current premium for the applicable policies and any supporting documents necessary
to justify the adjustment.

(b) Any appropriate riders, endorsements, or policy forms needed to accomplish the
medicare supplement insurance modifications necessary to eliminate benefits under the
policy or certificate that duplicate benefits provided by medicare. The riders, endorsements,
and policy forms shall provide a clear description of the medicare supplement benefits
provided by the policy.

(6) Upon satisfying the filing and approval requirements, an insurer providing medicare
supplement policies delivered or issued for delivery in this state shall provide to each covered
policyholder any rider, endorsement, or policy form necessary to eliminate benefits under
the policy that duplicate benefits provided by medicare.

(7) As soon as practicable but no later than 30 days before the annual effective date of
any medicare benefit changes, every insurer of medicare supplement policies delivered or
issued for delivery in this state shall notify each covered policyholder or certificate holder
of modifications made to its medicare supplement policies in a format acceptable to the
commissioner. The notice shall be in outline form, contain clear and simple language, shall
not contain or be accompanied by any solicitation, and shall include both of the following:

(a) A description of revisions to the medicare program and of each modification made
to the coverage provided under the medicare supplement policy.

(b) Whether a premium adjustment is due to changes in medicare.

(8) Insurers shall comply with any notice requirements of the medicare prescription drug,
improvement, and modernization act of 2003, Public Law 108-173.

500.3849 Filing and approval requirements; deletion of outpatient
prescription drug benefits; issuance of policy; use and change in
premium rates; additional forms; availability; conditions and effect
of discontinuance; combining forms for purposes of refund or credit
calculation; compliance with federal law; “type” defined.

Sec. 3849. (1) An insurer shall not deliver or issue for delivery a medicare supplement
policy to a resident of this state unless the policy form or certificate form has been filed with
and approved by the commissioner in accordance with filing requirements and procedures
prescribed by the commissioner.

(2) An insurer shall file any riders or amendments to policy or certificate forms to delete
outpatient prescription drug benefits as required by the medicare prescription drug,
improvement, and modernization act of 2003, Public Law 108-173, only with the commissioner
in the state in which the policy or certificate was issued.

(3) An insurer shall not use or change premium rates for a medicare supplement policy
unless the rates, rating schedule, and supporting documentation have been filed with and
approved by the commissioner in accordance with the filing requirements and procedures
prescribed by the commissioner.

(4) Except as provided in subsection (5), an insurer shall not file for approval more than
1 form of a policy or certificate for each individual policy and group policy standard medicare
supplement benefit plan.
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(5) With the approval of the commissioner, an issuer may offer up to 4 additional policy
forms or certificate forms of the same type for the same standard medicare supplement
benefit plan, 1 for each of the following cases:

(a) The inclusion of new or innovative benefits.

(b) The addition of either direct response or agent marketing methods.

(¢) The addition of either guaranteed issue or underwritten coverage.

(d) The offering of coverage to individuals eligible for medicare by reason of disability.

(6) Except as provided in subsection (7), an insurer shall continue to make available for
purchase any medicare supplement policy form or certificate form issued after the effective
date of this chapter that has been approved by the commissioner. A medicare supplement
policy form or certificate form shall not be considered to be available for purchase unless
the insurer has actively offered it for sale in the previous 12 months.

(7) An insurer may discontinue the availability of a medicare supplement policy form
or certificate form if the insurer provides to the commissioner in writing its decision to dis-
continue at least 30 days prior to discontinuing the availability of the form of the medicare
supplement policy. After receipt of the notice by the commissioner, the insurer shall no longer
offer for sale the medicare supplement policy form or certificate form in this state.

(8) An insurer that discontinues the availability of a medicare supplement policy form or
certificate form pursuant to subsection (7) shall not file for approval a new medicare supple-
ment policy form or certificate form of the same type for the same standard medicare supple-
ment benefit plan as the discontinued form for a period of 5 years after the insurer provides
notice to the commissioner of the discontinuance. The period of discontinuance may be reduced
if the commissioner determines that a shorter period is appropriate.

(9) The sale or other transfer of medicare supplement business to another insurer shall
be considered a discontinuance for the purposes of this section. In addition, a change in the
rating structure or methodology shall be considered a discontinuance under this section
unless the insurer complies with the following requirements:

(a) The insurer provides an actuarial memorandum, in a form and manner prescribed
by the commissioner, describing the manner in which the revised rating methodology and
resultant rates differ from the existing methodology and existing rates.

(b) The insurer does not subsequently put into effect a change of rates or rating factors
that would cause the percentage differential between the discontinued and subsequent rates
as described in the actuarial memorandum to change. The commissioner may approve a
change to the differential that is in the public interest.

(10) The experience of all medicare supplement policy forms or certificate forms of the
same type in a standard medicare supplement benefit plan shall be combined for purposes
of the refund or credit calculation prescribed in section 3853 except that forms assumed
under an assumption reinsurance agreement shall not be combined with the experience of
other forms for purposes of the refund or credit calculation.

(11) Each insurer that issues medicare supplement policies for delivery in this state shall
comply with sections 1842 and 1882 of title XVIII of the social security act, 42 USC 1395u
and 1395ss, and shall certify that compliance on the medicare supplement insurance expe-
rience reporting form.

(12) For the purposes of this section, “type” means an individual policy, a group policy,
an individual medicare select policy, or a group medicare select policy.
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Repeal of MCL 550.1451 to 550.1499a.
Enacting section 1. Sections 451 to 499a of the nonprofit health care corporation reform
act, 1980 PA 350, MCL 550.1451 to 550.1499a, are repealed.

This act is ordered to take immediate effect.
Approved December 19, 2006.
Filed with Secretary of State December 20, 2006.

[No. 463]
(HB 5580)

AN ACT to amend 1954 PA 116, entitled “An act to reorganize, consolidate, and add
to the election laws; to provide for election officials and prescribe their powers and duties;
to prescribe the powers and duties of certain state departments, state agencies, and state
and local officials and employees; to provide for the nomination and election of candidates
for public office; to provide for the resignation, removal, and recall of certain public officers;
to provide for the filling of vacancies in public office; to provide for and regulate primaries
and elections; to provide for the purity of elections; to guard against the abuse of the elective
franchise; to define violations of this act; to provide appropriations; to prescribe penalties
and provide remedies; and to repeal certain acts and all other acts inconsistent with this
act,” by amending sections 24c and 24d (MCL 168.24¢ and 168.24d).

The People of the State of Michigan enact:

168.24¢ Board of county canvassers; members; selection; procedure;
vacancy.

Sec. 24c. (1) Selection of the members of the board of county canvassers shall be made
from each of the 2 political parties casting the greatest number of votes for secretary of state
at the preceding general November election in that county. A political party shall not be
represented by more than 2 members on the board of county canvassers at any 1 time.

(2) The county committee of each political party, not later than September 1, 1963 and
not later than September 1 of each odd numbered year thereafter, shall submit to the county
clerk the names of 3 interested persons for each position to which the party is entitled. In
a county having 2 or more congressional districts within its boundaries, the chairpersons
of the congressional district committees shall act as the county committee for the purposes
of this section and section 24d and shall select 1 of their number to act as chairperson for
these purposes.

(3) The county board of commissioners, within 10 days after convening for their annual
meeting, shall elect by ballot to each position 1 of the 3 nominees for the position, and the
board shall appoint the person to the position. Before electing a nominee to the board of
county canvassers under this subsection, the county board of commissioners may request
that a nominee provide any of the following in order to determine whether the nominee is
qualified for and interested in the position on the board of county canvassers:

(a) A letter signed by the nominee indicating an interest in serving on the board of county
canvassers and indicating an intent to discharge the duties of the position on the board of
county canvassers to the best of his or her ability.

(b) Prior election experience including canvassing elections.
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(c) Information on whether the nominee has been convicted of a felony or election crime.

(4) Failure of the county board of commissioners to appoint 1 of the nominees for a
position on the board of county canvassers within 10 days after convening for their annual
meeting shall result in a vacancy existing in the position, which shall be filled as provided
in section 24d for the filling of vacancies on the board of county canvassers.

168.24d Board of county canvassers; vacancy.

Sec. 24d. (1) If a vacancy occurs in the membership of the board of county canvassers,
the county clerk shall immediately give notice of the vacancy to the chairperson of the
county committee of the political party entitled to fill the vacancy.

(2) The county committee of the political party entitled to fill a vacancy on the board of
county canvassers, within 10 days after receiving information concerning the vacancy, shall
nominate 3 interested persons for the position and submit the list of nominees to the county
clerk.

(3) The county clerk, within 10 days from receipt of the list of nominees, shall appoint 1 of
the nominees to the board of county canvassers. Before appointing a nominee to the board
of county canvassers under this subsection, the county clerk may request that a nominee
provide any of the following in order to determine whether the nominee is qualified for
and interested in the position on the board of county canvassers:

(a) A letter signed by the nominee indicating an interest in serving on the board of county
canvassers and indicating an intent to discharge the duties of the position on the board of
county canvassers to the best of his or her ability.

(b) Prior election experience including canvassing elections.
(c) Information on whether the nominee has been convicted of a felony or election crime.

(4) A person appointed to fill a vacancy on the board of county canvassers shall serve
for the balance of the unexpired term.

This act is ordered to take immediate effect.
Approved December 19, 2006.
Filed with Secretary of State December 20, 2006.

[No. 464]
(HB 5885)

AN ACT to amend 1931 PA 285, entitled “An act to provide for city, village and municipal
planning; the creation, organization, powers and duties of planning commissions; the regu-
lation and subdivision of land; and to provide penalties for violation of the provisions of
this act,” by amending sections 7b, 8, and 8a (MCL 125.37b, 125.38, and 125.38a), sections 7b
and 8a as added and section 8 as amended by 2001 PA 265.

The People of the State of Michigan enact:

125.37b Submission of proposed plan to municipal legislative body;
approval; notice to certain entities; review and comment; advisory
statements.
Sec. Tb. (1) A municipal plan may be adopted as a whole or by successive parts corre-
sponding with major geographical areas of the municipality or with functional subject matter
areas of the plan.
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(2) After preparing a proposed plan, the municipal planning commission shall submit the
proposed plan to the legislative body of the municipality for review and comment. The proc-
ess of adopting a plan shall not proceed further unless the legislative body of the municipality
approves the distribution of the proposed plan.

(3) If the legislative body of the municipality approves the distribution of the proposed
plan, it shall notify the secretary of the municipal planning commission and the secretary
shall submit a copy of the proposed plan, for review and comment, to all of the following:

(a) The planning commission, or if there is no planning commission, the legislative body,
of each city, village, or township located within or contiguous to the municipality.

(b) The regional planning commission, if any, for the region in which the municipality is
located, if there is no county planning commission for the county in which the municipality
is located. If there is a county planning commission for the county in which the municipality
is located, the secretary of the municipal planning commission may submit a copy of the
proposed plan to the regional planning commission but is not required to do so.

(¢) The county planning commission, or if there is no county planning commission, the
county board of commissioners, for the county in which the municipality is located. The
secretary of the municipal planning commission shall concurrently submit to the county
planning commission a statement that the requirements of subdivision (a) have been met
or, if there is no county planning commission, shall submit to the county board of commis-
sioners a statement that the requirements of subdivisions (a) and (b) have been met. The
statement shall be signed by the secretary and shall include the name and address of each
planning commission or legislative body to which a copy of the proposed plan was submitted
under subdivision (a) or (b) and the date of submittal.

(d) Each public utility company and railroad company owning or operating a public utility
or railroad within the municipality, and any government entity, that registers its name
and address for this purpose with the secretary of the municipal planning commission. An
entity that, pursuant to this subdivision, receives a copy of a proposed plan, or of a plan as
provided in section 8(5), shall reimburse the municipality for any copying and postage
costs thereby incurred by the municipality.

(4) An entity described in subsection (3) may submit comments on the proposed plan to
the municipal planning commission within 63 days after the proposed plan was submitted
to that entity under subsection (3). If the county planning commission or the county board
of commissioners that receives a copy of the proposed plan under subsection (3)(c) submits
comments, the comments shall include, but need not be limited to, both of the following,
as applicable:

(a) A statement whether the county planning commission or county board of commission-
ers considers the proposed plan to be inconsistent with the plan of any city, village, township,
or region described in subsection (3)(a) or (b).

(b) If the county has a county plan, a statement whether the county planning commission
considers the proposed plan to be inconsistent with the county plan.

(5) The statements provided for in subsection (4)(a) and (b) are advisory only.

125.38 Municipal planning commission; public hearing; notice; resolu-
tion; submission of plan to legislative body; rejection or approval; final
adoption.

Sec. 8. (1) Before approving a proposed municipal plan, the municipal planning com-
mission shall hold not less than 1 public hearing on the proposed plan. The hearing shall be
held after the expiration of the deadline for comment under section 7b(4). The planning
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commission shall give notice of the time and place of the public hearing not less than
15 days before the hearing by 1 publication in a newspaper of general circulation in the
municipality and in the official gazette, if any, of the municipality. The planning commission
shall also submit notice to each entity described in section 7a(2).

(2) The approval of the plan shall be by resolution of the planning commission carried
by the affirmative votes of not less than 2/3 of the members of the planning commission.
The resolution shall refer expressly to the maps and descriptive and other matter intended
by the planning commission to form the plan or part of the plan, and the action taken shall
be recorded on the map and plan and descriptive matter and signed by the chairperson or
the secretary of the planning commission. Following approval of the proposed plan by the
municipal planning commission, the secretary of the planning commission shall submit a
copy of the proposed plan to the legislative body of the municipality.

(3) Approval of the plan by the planning commission under subsection (2) is the final step
for adoption of the plan, unless the legislative body by resolution has asserted the right to
approve or reject the plan. In that case, after approval of the plan by the planning commis-
sion, the legislative body shall approve or reject the plan.

(4) If the legislative body rejects the proposed plan, the legislative body shall submit
to the planning commission a statement of its objections to the proposed plan. The planning
commission shall consider the legislative body’s objections and revise the proposed plan so
as to address those objections. The procedures provided in subsections (1) to (3) and this
subsection shall be repeated until a proposed plan is approved by the legislative body.

(5) Upon final adoption of the plan, copies of the adopted plan shall be submitted in the
same manner as provided for submitting copies of the proposed plan under section 7h(3).

125.38a Plan amendment or adoption of new plan.

Sec. 8a. (1) An extension, addition, revision, or other amendment to a municipal plan shall
be adopted under the same procedure as a plan or a successive part of a plan under sec-
tions 7a, 7b, and 8. However, for an amendment other than a revision of the plan, the 63-day
period otherwise provided for in section 7b(4) shall be 40 days.

(2) At least every 5 years after adoption of the plan, the planning commission shall review
the plan and determine whether to commence the procedure to amend the plan or adopt
a new plan.

(3) Until January 9, 2003, a municipality may adopt a plan or an extension, addition,
revision, or other amendment to a plan under the procedures provided for by this act that
were in effect on January 8, 2003.

This act is ordered to take immediate effect.
Approved December 19, 2006.
Filed with Secretary of State December 20, 2006.

[No. 465]
(HB 5886)

AN ACT to amend 1959 PA 168, entitled “An act to provide for township planning; for
the creation, organization, powers and duties of township planning commissions; for the
regulation and subdivision of land; and to prescribe penalties and provide remedies,” by
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amending sections 7b, 8, and 9 (MCL 125.327b, 125.328, and 125.329), section 7b as added
and sections 8 and 9 as amended by 2001 PA 263.

The People of the State of Michigan enact:

125.327b Adoption of plan; submission to township board; review
and comment; notice to certain entities; submission of comments;
advisory statements.
Sec. Tb. (1) A plan may be adopted as a whole or by successive parts corresponding
with major geographical areas of the township or with functional subject matter areas of
the plan.

(2) After preparing a proposed plan, the township planning commission shall submit
the proposed plan to the township board for review and comment.

(3) If the township board approves the distribution of the proposed plan, it shall notify
the secretary of the planning commission and the secretary shall submit a copy of the
proposed plan, for review and comment, to all of the following:

(a) The planning commission, or if there is no planning commission, the legislative body,
of each city, village, or township located within or contiguous to the township.

(b) The regional planning commission, if any, for the region in which the township is lo-
cated, if there is no county planning commission for the county in which the township is lo-
cated. If there is a county planning commission for the county in which the township is located,
the secretary of the township planning commission may submit a copy of the proposed plan
to the regional planning commission but is not required to do so.

(c¢) The county planning commission, or if there is no county planning commission, the
county board of commissioners, for the county in which the township is located. The secre-
tary of the township planning commission shall concurrently submit to the county planning
commission a statement that the requirements of subdivision (a) have been met or, if there
is no county planning commission, shall submit to the county board of commissioners a state-
ment that the requirements of subdivisions (a) and (b) have been met. The statement shall be
signed by the secretary and shall include the name and address of each planning commission
or legislative body to which a copy of the proposed plan was submitted under subdivision (a)
or (b) and the date of submittal.

(d) Each public utility company and railroad company owning or operating a public utility
or railroad within the township, and any government entity, that registers its name and
address for this purpose with the secretary of the township planning commission. An entity
that, pursuant to this subdivision, receives a copy of a proposed plan, or of a plan as provided
in section 8(5), shall reimburse the township for any copying and postage costs thereby
incurred by the township.

(4) An entity described in subsection (3) may submit comments on the proposed plan to
the township planning commission within 63 days after the proposed plan was submitted
to that entity under subsection (3). If the county planning commission or the county board
of commissioners that receives a copy of the plan under subsection (3)(c) submits comments,
the comments shall include, but need not be limited to, both of the following, as applicable:

(a) A statement whether the county planning commission or county board of commis-
sioners considers the proposed plan to be inconsistent with the plan of any city, village, town-
ship, or region described in subsection (3)(a) or (b).
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(b) If the county has a county plan, a statement whether the county planning commission
considers the proposed basic plan to be inconsistent with the county plan.

(5) The statements provided for in subsection (4)(a) and (b) are advisory only.

125.328 Basic plan; public hearing approval procedure; approval by
township board; final adoption.

Sec. 8. (1) Before approving a proposed basic plan, the township planning commission
shall hold a public hearing on the proposed plan. The hearing shall be held after the expira-
tion of the deadline for comment under section 7b(4). The township planning commission
shall publish notice of the hearing twice in a newspaper of general circulation in the township.
The first publication shall be not more than 30 days or less than 20 days before the date
of the hearing. The second publication shall be not more than 8 days before the date of the
hearing.

(2) At or after the hearing under subsection (1), the township planning commission may
approve the proposed plan by majority vote of its membership. Following approval of the
proposed plan by the township planning commission, the secretary of the planning commis-
sion shall submit a copy of the proposed plan to the township board.

(3) Approval of the plan by the planning commission under subsection (2) is the final step
for adoption of the plan, unless the township board by resolution has asserted the right to
approve or reject the plan. In that case, after approval of the plan by the planning com-
mission, the township board shall approve or reject the plan.

(4) If the township board rejects the proposed plan, the township board shall submit
to the planning commission a statement of its objections to the proposed plan. The planning
commission shall consider the township board’s objections and revise the proposed plan so
as to address those objections. The procedures provided in subsections (1) to (3) and this
subsection shall be repeated until a proposed plan is approved by the township board.

(5) The plan is effective upon final adoption. Upon final adoption of the plan, copies of
the adopted plan shall be submitted in the same manner as provided for submitting copies
of the proposed plan under section 7b(3).

125.329 Plan amendment or adoption of new plan.

Sec. 9. (1) An extension, addition, revision, or other amendment to a basic plan shall be
adopted under the same procedure as a plan or a successive part of a plan under sections 7a,
7b, and 8. However, for an amendment other than a revision of the plan, the 63-day period
otherwise provided for in section 7bh(4) shall be 40 days.

(2) At least every 5 years after adoption of the plan, the planning commission shall review
the plan and determine whether to commence the procedure to amend the plan or adopt a
new plan.

(3) Until January 9, 2003, a township may adopt a plan or an extension, addition, revision,
or other amendment to a plan under the procedures provided for by this act that were in
effect on January 8, 2003.

(4) The planning commission shall promote public understanding of and interest in the
plan, shall publish and distribute copies of the plan and of any report, and may employ such
other means of publicity and education as it determines necessary.

This act is ordered to take immediate effect.
Approved December 19, 2006.
Filed with Secretary of State December 20, 2006.
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[No. 466]
(HB 5960)

AN ACT to amend 1994 PA 451, entitled “An act to protect the environment and natural
resources of the state; to codify, revise, consolidate, and classify laws relating to the envi-
ronment and natural resources of the state; to regulate the discharge of certain substances
into the environment; to regulate the use of certain lands, waters, and other natural re-
sources of the state; to prescribe the powers and duties of certain state and local agencies
and officials; to provide for certain charges, fees, assessments, and donations; to provide
certain appropriations; to prescribe penalties and provide remedies; and to repeal acts and
parts of acts,” by amending section 78101 (MCL 324.78101), as amended by 2004 PA 587,
and by adding section 78117.

The People of the State of Michigan enact:

324.78101 Definitions.
Sec. 78101. As used in this part:

(a) “Commission” means the Michigan state waterways commission.
(b) “Department” means the department of natural resources.
(¢) “Director” means the administrative director of the commission.

(d) “Diesel motor fuel” means any liquid fuel used in the operation of engines of the
diesel type in motor vehicles or watercraft.

(e) “Gasoline” means gasoline, casing head or natural gasoline, benzole, benzine, and
naphtha; also, any liquid prepared, advertised, offered for sale, sold for use as, or used for,
the generation of power for the propulsion of motor vehicles or watercraft, including any
product obtained by blending together any 1 or more products of petroleum, with or without
other products, and regardless of the original character of the petroleum products blended,
if the resultant product obtained is capable of use for the generation of power for the pro-
pulsion of motor vehicles or watercraft, it being the intention that the blending of the
products, regardless of name or characteristics, shall conclusively be presumed to produce
motor fuel, unless the resultant product is entirely incapable for use as motor fuel. Gasoline
does not include diesel fuel, liquefied petroleum gas, or commercial or industrial naphthas
or solvents manufactured, imported, received, stored, distributed, sold, or used exclusively
for purposes other than as a fuel for motor vehicles or watercraft.

(f) “Harbor” means a portion of a lake or other body of water either naturally or arti-
ficially protected so as to be a place of safety for watercraft, including contrivances used or
designed for navigation on water and used or owned by the United States.

(g) “Harbor facilities” means the structures at a harbor constructed to protect the lake or
body of water and the facilities provided within the harbor and ashore for the mooring and
servicing of watercraft and the servicing of crews and passengers.

(h) “Inland lake or stream” means that term as defined in section 30101.

(i) “Liquefied petroleum gas” means gases derived from petroleum or natural gases that
are in the gaseous state at normal atmospheric temperature and pressure, but that may
be maintained in the liquid state at normal atmospheric temperature by suitable pressure.

(j) “Marina” means a site that contains harbor facilities.

(k) “Navigable water” means any waterway navigable by vessels, or capable of being
made navigable by vessels through artificial improvements, and includes the structures
and facilities created to facilitate navigation.
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(1) “Person” includes any individual, partnership, corporation, association, or body politic,
except the United States and this state, and includes any trustee, receiver, assignee, or
other similar representative of those entities.

(m) “Public boating access site” means a publicly owned site for the launching of recre-
ational watercraft.

(n) “Retail fuel dealer” includes any person or persons, both private and municipal, who
engage in the business of selling or distributing fuel within this state.

(0) “Secretary of state” means the secretary of state of this state, acting directly or
through a duly authorized deputy, investigators, agents, and employees.

(p) “Vessel” means all watercraft except the following:
(1) Watercraft used for commercial fishing.

(77) Watercraft used by the sea scout department of the boy scouts of America chiefly
for training scouts in seamanship.

(127) Watercraft owned by this state, any political subdivision of this state, or the federal
government.

(7w) Watercraft when used in interstate or foreign commerce and watercraft used or
owned by any railroad company or railroad car ferry company.

(v) Watercraft when used in trade, including watercraft when used in connection with
an activity that constitutes a person’s chief business or means of livelihood.

(q) “Watercraft” means any contrivance used or designed for navigation on water, includ-
ing, but not limited to, any vessel, ship, boat, motor vessel, steam vessel, vessel operated by
machinery, motorboat, sailboat, barge, scow, tugboat, and rowboat, but does not include
contrivances used or owned by the United States.

(r) “Waterway” means any body of water.

(s) “Waterways account” means the waterways account of the Michigan conservation
and recr